Case report: The effect of a somatostatin analogue in a patient with Graves' ophthalmopathy is presented, including data on the dose requirements and the results of therapy. Discussion: There are few effective options for the management of Graves' ophthalmopathy, a cellmediated immune co-morbidity of thyroid disease. Somatostatin analogues inhibit lymphocyte proliferation and activation, and accumulate in the orbital tissue during the active ophthalmopathy. Because of this, such therapy is able to inactivate the ophthalmopathy without complications occurring (Arch Soc Esp Oftalmol 2007; 82: 51-54).
INTRODUCTION
Graves opthalmopathy (GO) is a self-immune inflammatory process associated to thyroid dysfunction, although there are euthyroid cases (Graves ophthalmic disease). It represents the most frequent extra-thyroid expression in Graves disease (10-25%) and affects more men than women between 20 and 45 years of age.
The natural history of GO comprises an rapidly progressing active or inflammatory phase followed by a partial regression and inactive phase in which residual expressions hardly show any substantial change and become subsidiary to surgery, mainly muscular and palpebral.
The therapeutic management for GO is established according to the degree of activity and severity (table I) , with high dosage corticoids and/or orbitary radiotherapy being the most effective options for severe cases in the active phase (1) .
Recently, with the use of ocreotide scintography (Octreoscan, Mallinckrodt, St. Louis, MO, USA) the existence of somatostatine receptors in the orbitary tissue during the active phase of the disease has been proved. This would make these patients subsidiary to treatment with analogues of somatostatine (2).
CASE REPORT
A 42 year-old man referred to our hospital due to recurring conjunctivitis and episcleritis episodes which refused to improve with conventional treatment. He did not refer personal or ophthalmological history of interest, only a smoking habit of about 20 cigarettes per day.
Upon ophthalmological exploration, corrected visual acuity (VA) was of 1 in both eyes; biomicroscopic findings comprised injection and conjunctival chemosis, superior palpebral edema and inferior superficial dotted keratitis. He did not exhibit palpebral retraction or exophthalmos, and intraocular pressure (IOP) was of 13/11 mmHg. Classification as per the NONSPECS index: 2-b, 5-a.
The basic analyses (biochemistry and hemogram) gave normal results, but thyroid hormones (T 3 ,T 4 ,TSH) were high. The patient was referred to the endocrinologist with a diagnostic of slight-moderate GO in active phase. Said specialist established anti-thyroid treatment together with topical ocular ophthalmological treatment.
Subsequent revisions revealed the progression of the eye disease to a moderate-severe stage ( fig. 1) every 3 weeks for 2 months, followed by 60 mg intramuscularly every 15 days for an additional 2 months. After the treatment the test was repeated, verifying a reduction in orbitary retention ( fig. 3 ). Corrected VA was of 1 in the RE and 0,9 in the LE, with the persistence of a slight inferior corneal epiteliopathy. The IOP was of 17/14 mm Hg with hypotensor topical treatment in RE and trabeculectomy in LE (one month after initiating treatment) due to persistence of high IOP (≈36 mmHg) which did not respond to the medical treatment. Exophthalmometry of 22 mm BE and 2 mm superior palpebral retraction and 1 mm inferior BE are awaiting surgical correction.
DISCUSSION
The general evolution of our patient was good, reaching the inactive phase without important sequels. The VA remained between 1 and 0.9 with fluctuations only after a trabeculectomy in the LE due to intraocular pressures which could not be controlled with pressure-reducing topical treatment. Inflammatory signs and symptoms responded positively to the treatment. The exophthalmometric values went down 2-3 mm while the palpebral retraction hardly evidenced any changes (1 mm) just like the muscle restriction.
Our results match those observed in previous studies and, in our view, are promising because they show the possible effect that this type of treatment could have on parameters such as proptosis which are not influenced by other treatments in use.
In addition, the side effects of somatostatine analogues (local unease in injection area, slight glucemia alterations and digestive trouble such as nausea, diarrhea and less frequently gall stones and gastritis) are of lesser relevance than those related to corticoids and radiotherapy, both resources widely employed for managing this type of patients.
Taking into account that somatostatine analogues inhibit the proliferation of lymphocytes and fibroblasts (cells which play a leading role in Graves disease), as well as the production of cytokines and the action of IGF-I, the utilization thereof acts on the factors which give rise and perpetuate the process, halting it and not only at the level of its effects.
In this case we utilized the first and only therapeutic option of lanreotide following a suggestion of the distributors because the patient was not in critical condition. However, further studies are needed to prove that the therapeutic effect is in fact due to the treatment and not the result of the natural evolution of the process towards remission (3). for somatostatine receptors present in orbitary tissue (4).
As drawbacks for this therapeutic option, we identified the need of owning or having access to the Octreoscan equipment (5) .
